negative 3 h after isotopeinjection,but imaging the following morning (19 h) showed radioactivity in the caecum and ascending colon<Figure 1). A superior mesenteric arteriogram performed immediately failed to demonstrate a lesion or the site of bleeding.
After 22 days the haemoglobin was 4.6 gldl despite having received three blood transfusions totalling 10 units. Over this time the haemoglobin did not rise above 6.5 gldl. At no time was melaena or frank bleeding observed.
She then developedleft arm pain and examination revealed a tender pulsatile axillary swelling. Arteriography showed an axillary artery aneurysm with arterio-venous communication <Figure 2). This was repaired surgically.
Subsequent enquiry revealed that the patient had requested needles and straws from friends. She had been using the needles to venesect herself from the axilla and ingesting the blood via a straw.
Discussion
Radio-isotope labelled red cell studies are a non-invasive and highly specific diagnostic test in the investigation of obscure gastrointestinal bleeding". We are not aware of the ingestion of blood as a cause of a positive scan. However, as little as 5 ml of ingested labelled blood can be detected in the gastrointestinal traer'.
Fasting after ingestion of a meal results in its accumulation in the terminal ileum. A subsequent meal causes ileal Malignant pleural mesothelioma usually presents with symptoms of chest wall or lung involvement. Metastases have been increasingly recognized, but cerebral metastases are less common. This report documents presentation with symptoms of cerebral involvement which has not apparently been described.
Case report
A 63-year-old Caucasian male presented with a 7-month history of right shoulder pain, and weakness in the right hand of 2 weeks duration. A non-smoker, he had been employed as an industrial plumber with known heavy exposure to asbestos for a period of 24 years. Chest X·ray revealed a large, right pleural opacity with overlying rib erosion.
At thoracotomy a mass was found to be localized to the chest wall with superficial attachment to the right upper lobe, this was resected with the 3rd, 4th and 5th ribs and a sliver of the right upper lobe.
He was referred for chemotherapy, and had one cycle of cyclophosphamide, doxorubicin and dacarbazine. Increasing weakness ofthe right hand continued. A cervical myelogram was normal. Computed tomography revealed bilateral cerebral metastases.
emptying into the caecum", We would suggest that in this patient radio-isotopeaccumulated in the terminal ileum after the ingestion of her own blood in the evening, with subsequent movement into the caecum after breakfast. He received high dose dexamethasone and 30 Gy megavoltage radiotherapy to the whole brain, resulting in virtual resolution of all neurological symptoms. Repeat CT brain scan showed persistent bilateral cerebral metastases but with resolution of associated oedema.
Clinically well for 2 months, he then developed recurrent weakness in the right arm and leg, and dysphasia. Despite further high dose steroids and radiotherapy, he died 3 weeks after representation. A necropsy was performed.
At necropsy no recurrent thoracic tumour was present. Five metastatic deposits of tumour between one and two centimetres in diameter were present in the right temporal and both parietal lobes. Histological examination revealed a poorly differentiated malignant tumour. The pattern was similar to that of the excisional biopsy specimen, in which microscopy showed sheets of polygonal cells with eosinophilic cytoplasm and large rounded vesicular nuclei with prominent nucleoli. Frequent mitoses and abnormal forms were seen, together with bizarre tumour giant cells. The tumour pattern in many areas was similar to that of a malignant fibrous histiocytoma. PAS-positive material was absent and a colloidaliron stain was negative. Immunoperoxidase staining 0141-0768/90/ 070466-021$02.00/0 © 1990
The Royal Society of Medicine for glial fibrillary protein was negative in the secondary deposits.
Discussion
Malignant mesothelioma is recognized to follow exposure to asbestos'< which for this patient had occurred for 24 years. The morphological appearance of the tumour at biopsy and necropsy was consistent with malignant pleural mesothelioma". Few necropsy studies have been performed on patients who have died of malignant pleural mesothelioma. Metastases from malignant pleural mesothelioma may involve the underlying lung, hilar lymph nodes, bone, liver, kidney and adrenals. Cerebral metastases have only been reported infrequently and have not manifest at the clinical presentation.
Five separate necropsy seriesv" noted four cases of cerebral metastases in a total of 132 autopsies of patients with mesothelioma. The Australian Mesothelioma Surveillance Program has full necropsy data on 207 cases and cerebral metastases were noted in nine instances (personal communication).
Clinical series reporting the pattern ofspread of disease are also uncommon. Harrison" reported one case of sarcomatous malignant mesothelioma metastatic to brain and other sites, and commented on the predeliction of this histological type for haematological spread.
Brenner and colleagues'? reviewed 123 cases of malignant mesothelioma and reported that while no patients had cerebral metastatic disease at presentation, seven patients developed this complication during the course of their disease.
Schwechheimer and Butzengeiger-' reported one case of multiple cerebral metastases arising from a malignant pleural mesothelioma in a patient with widespread metastatic disease. These authors searched the literature and
This review suggests that metastatic spread of malignant mesothelioma to the brain is more common than generally recognized.
Osteomyelitis of the talus in childhood due to Haemophilus iniluenzee Haemophilus influenzae is an infrequent cause of osteomyelitis with a reported incidence of 5_12%1.2. It usually causes an acute infection similar to staphylococcal osteomyelitis but may also be responsible for sub-acute infectiorr'". Acute infection of the talus is seldom described", and sub-acute infection of the talus is even more uncommon. The probable association of two such infections with Haemophilus influenzae prompted this report".
Case reports Case 1 A 2-year-old boy was admitted on the 21 December 1984 with a 4-day history of a cold and a 24-hour history of a right limp. On examination there was a low grade fever and signs of irritability in the right hip with full movements albeit with discomfort at their extremes. The white cell count was normal and the erythrocyte sedimentation rate 37 mm/h. The following day his temperature was 38°C and he was generally unwell. Blood cultures were negative. He was treated by intravenous erythromycin and flucloxacillin.
Within 48 h he was apyrexial and hip movements were full and comfortable. He was allowed home on oral antibiotics.
Two weeks later he was limping again but well and not in pain. X-rays showed a defect in the capital epiphysis suggesting Perthes-type changes (Figure 1 ). Antibiotics were continued. The limp became worse and clinically it was difficult to be certain whether the hip was the culprit because he had now developed swelling and warmth in the right ankle. X-rays suggested a lytic area in the medial side of the talus. A week later it was obvious (Figure 1 ). The erythrocyte sedimentation rate was 48 mm/h.
Because of the clinical uncertainty as to which joint was at fault both were explored. The hip was entered through a lateral approach. There were no signs of inflammation.
The femoral head was slightly flattened and thought to be compatible with a Perthes-like disorder. A core biopsy was taken and the wound closed.
The ankle was explored through a postero-medial incision. There was thin turbid fluid in this joint. A core of talus was removed. This allowed access to a cavity with release of yellow pus and fibrin. After curettage the wound was closed.
Histology of the hip specimen showed a central area of cystic degeneration with cavities lined with proliferating benign fibrous tissue. Bacteriological examination was negative.
The ankle specimen demonstrated histological features of an abscess. Bacteriological examination showed Gram negative coccobacilli and Haemophilus influenzae type b polysaccharide was demonstrated by counter immunoelectrophoresis. Culture was unsuccessful.
The child was rested in a spica cast for 2 weeks and given ampicillin for 6 weeks. He made a rapid and full clinical recovery. X-rays of the ankle and hip taken 3~years 0141-0768/901 070467-021$02.00/0
